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Abstract
Background: Persons with stroke are susceptible to psychosocial problems, and express disappointment at how
health care professionals fail to meet their psychosocial needs following discharge to home. The responsibility of
nurses and occupational therapists in stroke rehabilitation is to assist the persons and their families during the
recovery and adjustment process. A home-based dialogical intervention aiming to enhance psychosocial support
was therefore developed and tested in a randomized controlled trial. This study is a part of the process evaluation
conducted alongside the trial. The aim was to explore the nurses’ and occupational therapists’ experiences of
conducting the intervention.
Methods: Eighteen nurses and four occupational therapists participated in six focus groups to explore their
experiences when providing the intervention. The themes discussed in the focus groups were the aspects that
facilitated the delivering of the intervention and the challenges they encountered during the study period. The
interviews were analysed using qualitative content analysis.
Results: The analysis generated two themes. The theme Developing a supportive relationship to facilitate the
adjustment process following stroke had two subthemes: Getting personally involved and Handling challenges. This
theme reveals how the nurses and occupational therapists experienced their relationship with the persons with
stroke and potential threats which challenged them while conducting the intervention. The theme Developing
professional skills in providing psychosocial support had two subthemes: Becoming confident in conducting
dialogues and Integrating psychosocial topics. This theme reveals the aspects that the nurses and occupational
therapists perceived as facilitating the development of their professional skills in conducting the dialogues.
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Conclusion: Delivering the psychosocial intervention was perceived as deeply meaningful and increased the
nurses’ and occupational therapists’ understanding of how to support stroke survivors to live with the
consequences of stroke. However, balancing the professional and the personal relationship was challenging. A basic
educational programme, training, supervision and having dedicated time were crucial elements to instil confidence
in professionals conducting theme-based dialogues to promote post-stroke psychosocial well-being. Individual
clinical experience and knowledge of stroke care were considering important to enable professionals to integrate
psychosocial rehabilitation into community health care.
Trial registration: ClinicalTrials.gov, NCT 02338869, registered 10/04/2014.
Keywords: Dialogues, Experiences, Focus groups, Health care professionals, Intervention, Process evaluation,
Psychosocial, Stroke, Qualitative
Background
The responsibility of health care professionals in stroke
rehabilitation is to assist the persons and their families
during the recovery and adjustment process according
to stroke rehabilitation guidelines [1]. Psychosocial sup-
port should address the person’s various challenges and
needs after stroke. Both information and supportive dia-
logues are needed to help the person to adjust to an al-
tered life situation and develop new life skills [2].
The psychosocial challenges following a stroke are
known to influence the recovery process of the individ-
ual as well as making it difficult to maintain family life,
employment and social networks [3–6]. Anxiety, depres-
sive symptoms, social isolation, fatigue, aphasia and cog-
nitive decline are well documented risk factors for well-
being [7–9] and affect the possibility of living a mean-
ingful life following a stroke [10]. The adjustment
process involves psychosocial problems which need to
be addressed after discharge [10–13].
The importance of addressing post-stroke psychosocial
needs is emphasized [13–15]. Persons with stroke them-
selves miss integrated strategies to prevent psychosocial
problems [10, 11, 16–18] and express disappointment at
how health care professionals meet their individual
needs and expectations during the rehabilitation process
[5, 11, 13, 16, 19]. However, even though health care
personnel are aware of the importance of addressing
psychosocial needs during rehabilitation, there is still lit-
tle evidence that these needs are systematically ad-
dressed in stroke rehabilitation [13, 15].
Insufficient professional competence seems to be a
general barrier to achieve change in community health
care [20]. Shortage of time is also known to interfere
with the ability to provide support during everyday
health care in the community [20–22].
Due to better diagnostic procedures and shorter hos-
pital stays, many persons with stroke are now discharged
earlier than before [10, 23]. The transition to home
means facing new challenges during the recovery and
adjustment process [12] which increases the need for
professional psychosocial support [13]. Therefore, a
dialogue-based intervention aiming to enhance psycho-
social support was developed [24, 25] and tested in a
randomized controlled trial (RCT) [26, 27].
In line with the Medical Research Council framework
for developing complex interventions [28], process
evaluation alongside the clinical trial is recommended to
deepen the understanding of the intervention processes
and strengthen the overall quality of the RCT. The
process evaluation includes an in-depth exploration of
the intervention personnel’s experiences of conducting
the intervention, their impression of potential threats
and facilitators for delivering the intervention.
The specific aim of the current study was to explore
the experiences of nurses (RNs) and occupational thera-
pists (OTs) of conducting a psychosocial home-based
intervention with persons with stroke during the RCT.
The following research questions were formulated:
Which aspects did the RNs and OTs perceive as
important for delivering the intervention to the persons
with stroke?




This study had a qualitative design using focus groups to
collect data. The study was a part of the process evalu-
ation conducted alongside the multicentre randomized
controlled trial ‘Psychosocial well-being following stroke’
conducted in Norway.
This study has been reported in accordance with the
consolidated criteria for reporting qualitative research
(COREQ) [29].
The intervention
In their regular roles, both RNs and OTs are working to
support coping and adjustment processes after stroke.
Thus, both professionals were perceived to have suffi-
cient knowledge and professional competencies to
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conduct the intervention dialogues. In the intervention,
the RNs and OTs (i.e. intervention personnel) provided
psychosocial support in eight individualized and theme-
based dialogues of about 1 h each during a five-month
period starting 4 weeks after the stroke. The intervention
personnel (IP) provided support and guidance to the
persons with stroke in home settings and encouraged
them to share and reflect on their thoughts and feelings
about their psychosocial situation. Additionally, the dia-
logues sought to empower the persons to be in charge of
their own recovery and adjustment process and to de-
velop new life skills [30].
The IP were certified following a three-day interactive
educational programme consisting of lectures, practical
training, group reflections and discussions. A manual de-
scribing the aim and content of the eight dialogues ac-
companied by work sheets with relevant stroke-related
topics (bodily changes, emotional challenges, significant
relationships and social network, daily life issues, mean-
ingful activities, existential issues, self-esteem and iden-
tity and problem solving in daily life) supported the IP
when conducting the intervention [24, 30].
The IP participated in supervision groups led by mem-
bers of the research team throughout the intervention
period and were invited to contact the research team for
advice between the sessions if necessary [30].
For further description of the intervention, see the
protocol article [30].
Participants and recruitment
All the twenty-seven IP who had completed the educa-
tional programme and conducted at least one interven-
tion were invited by e-mail to participate. Five declined
to participate due to a heavy workload, change of resi-
dence or other reasons. Finally, twenty-one women and
one man gave their informed consent to participate in
the study. Five participants had delivered the dialogue-
based interventions six to 18months post-stroke in a
parallel study outside the RCT. These five IP were also
certified by the research team after completing the same
educational programme. They were included because
they had valuable experiences with delivering the inter-
vention to persons with stroke later in their rehabilita-
tion trajectory.
Characteristics of the IP are presented in Table 1.
Data collection
Focus groups were conducted to explore the IP’s experi-
ences of carrying out the dialogue-based intervention,
with the aim of eliciting rich data through enabling dis-
cussions and interaction between the IP in the group
[31]. Focus groups are useful to provide experiences of a
topic and the method has been used frequently to evalu-
ate interventions [32].
All members of the research team were involved in the
development of the interview guide and four members
of the research team led the focus groups.
Initially, four focus groups with five to six participants
were arranged. However, some of the participants were
not able to participate within the planned time schedule
for the focus groups. For that reason, one group was
conducted with two participants. Two of the other
groups had three participants, one group had four par-
ticipants, while the last two groups had five participants.
We deemed that all the IP experiences were valuable,
and all focus groups covered rich discussions related to
the topics in the interview guide. All focus groups were
conducted in the period from December 2016 to July
2017. Each group was led by two members of the re-
search team in accordance with recommendations for
conducting focus groups [31–33]. The moderator acted
as a facilitator to elicit the focus group members’ collect-
ive perspective on their experiences. The assistant mod-
erator acted as an observer and made sure that the
interview themes had been elucidated in detail before
finishing each interview [32]. The interview guide was
structured thematically opening with ‘Could you please
tell us about your experiences of conducting the inter-
vention?’ The moderator made sure to include all partic-
ipants, encourage discussions, clarify positions and
probe for deeper responses [32]. The task of the moder-
ator was also to dwell on important themes related to
the topics in the interview guide which included partici-
pants’ experiences when providing the intervention, the
development of their professional skills during the inter-
vention, the influence of their professional background
and the importance of the educational programme for
their ability to provide the intervention according to the
protocol.
Table 1 Characteristics of the intervention personnel
Median (range)
Age (years) 53.5 (31–65)
Work experience (years)
Work experience since professional education 20.5 (8–40)
Work experience with stroke patients 10.0 (2–24)
Number of interventions per professional 3 (1–8)
N (%)
Professional background
Registered nurse 18 (81.8)
Occupational therapist 4 (18.2)
Education
Master’s degree 6 (27.3)
Further education after bachelor’s degree 9 (40.9)
Bachelor’s degree 7 (31.8)
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We aimed to establish an open and trusting atmos-
phere during the interviews to encourage the partici-
pants to share experiences of success and failure.
The focus groups lasted between 87 and 104 min and
were audiotaped and transcribed verbatim.
Analysis
Qualitative content analysis with a hermeneutical ap-
proach was used to explore the manifest and latent con-
tent of the text [34]. Graneheim and Lundman’s approach
[34] guided the analysis. An inductive approach was
employed where the text was searched for similarities and
differences in the data [34–36]. Initially, six members of
the research team (i.e. the core group) read the six inter-
view texts individually to gain an overall sense of the IP’s
experiences of delivering the intervention, which aspects
they perceived as important and the challenges they faced
during the intervention. Thereafter, the core group de-
fined and condensed the meaning units and performed
the initial coding. The main issues of the coding process
related to the educational programme, conducting the dia-
logues, relationships with the persons with stroke, lessons
learned, and challenges of delivering the intervention. Fol-
lowing the initial coding, the texts were discussed in the
core group and a revised coding scheme was developed
based on the condensed meaning units. Each member of
the core group coded the texts using the revised coding
scheme. Interrelated codes were organized into categories
and subcategories. The manifest content revealed that all
participants in the six focus groups agreed upon the issues
covered in the discussions.. To arrive at the latent content
of the analysis, interpretations of possible underlying
meanings were discussed in the core group and the re-
search group. For examples of the analysis process, see
Table 2. Finally, the research group members reached
consensus on the following four subthemes: Getting per-
sonally involved, Handling challenges, Becoming confident
in conducting dialogues and Integrating psychosocial
topics. At the end, the results were abstracted to the two
following themes Developing a supportive relationship to
facilitate the adjustment process following stroke and De-
veloping professional skills in providing psychosocial
support.
Results
The focus groups revealed that the RNs and OTs wel-
comed the opportunity to provide psychosocial support
through individual theme-based dialogues in the pa-
tients’ home environments. Having dedicated time for
conducting the dialogues during the intervention study
motivated the IP, was experienced as valuable and en-
hanced the possibility to dwell upon the patients’ psy-
chosocial needs in line with the topics in the dialogues
and the intervention protocol.
The IP highlighted their own clinical competencies
and experiences in stroke nursing or occupational ther-
apy as key aspects in their ability to evaluate and address
patients’ psychosocial problems to facilitate their psycho-
social rehabilitation process.
The results are further described in the two themes
Developing a supportive relationship to facilitate the ad-
justment process following stroke and Developing pro-
fessional skills in providing psychosocial support.
Developing a supportive relationship to facilitate the
adjustment process following stroke
This theme reveals how the IP experienced the relation-
ship with the persons with stroke during the study
period and potential threats which challenged them
when conducting the intervention, presented in the
Table 2 Examples of the analysis process and overview of the themes and subthemes
Meaning units Codes Categories Subthemes Themes
‘I feel enriched that I’ve been able to come and meet
them at home. She’s shown me so much trust and we
had a very good dialogue. It’s felt very special and I









‘You go to their homes and get to know them. You try
to stop, but they get attached to you, you’re a person
who’s been important in part of their life. One of them
asked if we could be friends on Facebook. I found that
difficult – without rejecting her. They can easily see you




‘[I] feel I’ve gained even more experience in how to
ask, ask the right questions to get a good dialogue,








‘I thought of Antonovsky’s theory about a meaningful
context, that it’s important to belong somewhere and
feel a sense of coherence. There was one patient who
said he saw no point in living and then I thought
about health promotion and how I could find his
resources’.
Foundation Theoretical foundation Integrating psychosocial
topics
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subthemes Getting personally involved and Handling
challenges.
Getting personally involved
All IP stated that the repeated sessions in the pa-
tients’ homes enabled the establishment of a trusting
relationship and personal involvement in the pa-
tients’ lives. The relationship that gradually devel-
oped between the stroke survivor and the IP during
the eight sessions was perceived as a meaningful ex-
perience. They found that the patients looked for-
ward to their visits. Following the patients over a
five-month period expanded the IP’s insight into the
patients’ lived lives, which was difficult to achieve in
their usual work.
I feel enriched that I’ve been able to come and meet
them at home. She’s shown me so much trust and we
had a very good dialogue. It’s felt very special and I
looked forward to our meetings. (RN)
Patients had a wide variety of personal needs and illness
narratives. Listening to their experiences of bodily
changes and descriptions of changes in their lives and
relationships enhanced the IP’s understanding of the
multiple individual needs following stroke. Thus, the IP
needed to open up and to be receptive and engaged dur-
ing the dialogues and to individualize every dialogue ses-
sion, as seen in the following quote:
She was very open and honest and talked about re-
lationships she found difficult in her social network.
I think we achieved a good balance in our relation-
ship, but I needed to reflect on it. (OT)
Another IP expressed her experience in this way:
She was an 87-year-old lady, so then I had to spend
more time to help her feel secure with me. But even-
tually it got to be really nice. (RN)
The intervention included different themes that enabled
the IP to respond emotionally and enhanced their focus
on existential issues.
It’s hard to see people struggling. She thought it was
awful, she was crying and she felt trapped. It [was]
so important and terrible for her. That does some-
thing to you. You leave with a slightly different feel-
ing than when you arrived. (RN)
These [are] very existential things you experience,
like the question of life and death. I was very
touched by meeting her. (OT)
Some IP were surprised at their own engagement in the
lives of the persons with stroke and at how much they
were thinking of them between the encounters.
My level of engagement surprised me: I was sur-
prised at the amount of thoughts I invested in the
stroke survivor between the meetings. (RN)
The dialogues enhanced the IP’s understanding of com-
plex dynamics of family relationships and influences of
family roles following a stroke, such as a difficult mar-
riage, challenges in trying to return to work or having
one’s driving licence suspended.
It was a real eye-opener for me to [be so close to]
another person’s life [and see] how it [the stroke]
changes previous roles. That was a powerful experi-
ence. (RN)
The dialogues also focused on other topics unrelated to
stroke, but still affecting the life of the patient.
The topic of conversation wasn’t only stroke, but also
other aspects of life, such as having a partner with
dementia, past experiences of grief, and practical
things. (RN)
The theme ‘getting personally involved’ demonstrates
that delivering the intervention was perceived as deeply
meaningful and increased the IP’s understanding of liv-
ing with the consequences of the stroke. To understand
how the consequences of stroke affect the life of the in-
dividual and the family seems to be a premise for pro-
viding person-centred psychosocial support.
Handling challenges
The IP sometimes found it challenging to keep the rela-
tionship on a professional level, because the persons
with stroke expected that the relationship was develop-
ing into a more personal one. Dealing with the increas-
ing familiarity could be demanding, as one of the IP
expressed when the person with stroke tried to make
contact between the scheduled encounters.
You go to their homes and get to know them. You try
to stop, but they get attached to you, you’re a person
who’s been important in part of their life. One of
them asked if we could be friends on Facebook. I
found that difficult – without rejecting her. They can
easily see you as more private than you are. (RN)
Other challenges the IP discussed during the focus
group interviews were when the persons with stroke
wanted to give them presents or invite them to dinner.
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Similarly, situations where the persons with stroke flirted
with the IP made them feel uncomfortable.
I had one [who] started to turn on the charm a lot
after a few visits. I found that very unpleasant. I
wondered whether I’d encouraged it in some way. I
don’t think I’d done anything wrong, but I’ve thought
about it a lot. (RN)
Some encounters made the IP reflect on their own
values and norms and how those affected their role and
expectations for the patients. This was especially the
case if the person’s lifestyle differed from the norms of
the health care professional and those of society in
general.
I felt I had to do a bit of introspection. It was my
inner thinking [about] how I should relate to him
when I met him. I was a bit unsure at first, but then
it worked out ok. (OT)
Sometimes, practical issues affected the continuity of the
intervention and the quality of the relationship between
the IP and the person with stroke. Some patients were
reluctant to make appointments or find time for the
meetings due to their work or other activities. In such
cases, some IP felt that they were imposing upon the
person or disrupting the person’s life. Some persons with
stroke stated that they participated in the project pri-
marily to support the research. In some of these cases,
the IP found it challenging to engage the patients in fo-
cusing on their psychosocial health. Being unable to en-
gage these participants made the IP question their own
professional skills.
Involving family members in some of the dialogues
was in accordance with the protocol, but also sometimes
necessary for the intervention process, to enable the per-
sons with stroke to express their needs.
His wife took part too, but not always. He had such
a bad memory, so it helped a lot to have her there.
(RN)
The presence of the spouse or another family member
could also dominate the dialogues and hinder the pa-
tients in expressing their own personal needs, thus mak-
ing it difficult for the IP to conduct the sessions.
His wife had a different view of [the situation] than
[the person with stroke]. They viewed his condition
differently. He had to tell me how good he was at
doing things and everything he could do, but she
thought he was pretty useless. Who should you be-
lieve and who should you side with? (RN)
Some IP also found that family members were present
during the sessions without being actively involved in
the dialogues. Nevertheless, the IP highlighted that being
present during the meetings could provide the family
member with more information about the ill person’s
struggles.
Developing professional skills in providing psychosocial
support
This theme reveals the IP’s experiences of factors that
helped them to develop their professional skills in con-
ducing the dialogues, presented in the subthemes Be-
coming confident in conducting dialogues and Integrating
psychosocial topics.
Becoming confident in conducting dialogues
None of the RNs or OTs had previous experience in
providing theme-based dialogical support to stroke pa-
tients at home. They found that conducting the inter-
vention had developed their professional and personal
skills.
[The project was] very worthwhile for me to be a
part of. In terms of my role as a professional there
was a lot to be learned. (RN)
The IP illustrated how the dialogues and guidance were
performed. They described how they gradually devel-
oped their skills to meet the complexity of needs and
how they progressed from feeling unskilled in conduct-
ing dialogues towards being confident and supportive in
their role of providing advice and guidance.
In the last session, I felt I’d done this many times. I
felt freer [and I was] more confident in my role as an
interventionist. (RN)
However, those who did not have the opportunity to en-
gage with more than one person with stroke realized
that conducting more dialogues might have enhanced
their skills. The manual and work sheets were helpful in
preparing for the sessions, reflecting on the topics and
maintaining continuity.
The IP stated that they acquired better communication
skills and learned how to ask questions that made pa-
tients more aware of their own resources. In addition,
they learned how to elaborate on important topics.
[I] feel I’ve gained even more experience in how to
ask, ask the right questions to get a good dialogue, or
get the patient to think. (RN)
The IP highlighted how they developed their guidance
skills and adjusted them to patients’ individual
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rehabilitation trajectories. Although most of the IP were
experienced in stroke care, they expressed a lack of skill
in communicating with people with aphasia. They stated
that the educational programme had been important to
enhance their understanding of how to provide advice
and guidance to patients with conversation problems.
The real eye-opener for me was the aphasia ap-
proach - how to relate to patients with aphasia.
(RN)
Integrating psychosocial topics
The IP highlighted how being involved in the interven-
tion enhanced their awareness of health promotion in
community stroke care. They exemplified in different
ways how they integrated the theoretical framework of
the intervention into the dialogues and assisted the per-
sons with stroke in identifying difficulties and strengths,
making them conscious of their psychosocial situation
and helping them to identify realistic goals, as outlined
in the framework.
I thought of Antonovsky’s theory about a meaningful
context, that it’s important to belong somewhere and
feel a sense of coherence. There was one patient who
said he saw no point in living and then I thought
about health promotion and how I could find his re-
sources. (RN)
To empower the persons with stroke in their struggles
to adjust their lives to the consequences of the stroke
was a novel way of thinking and working. The IP
found that the perspectives of reciprocity, empower-
ment and well-being differed from their previous ex-
periences of supporting patients. The focus of the
intervention on strengthening patients’ ability to share
their illness narratives made the IP skilled in address-
ing the multiple consequences of the stroke. Their
focus on dialogue became more important than other
aspects they had previously focused on in stroke
rehabilitation.
Having time to address depression, anxiety and the
fear of a new stroke and [having] time to go into
those things properly [was very important]. Because
people are always going on about exercise and let’s
get you up and walking again. There’s a focus on
language training or other training. But dialogues
can be just as important - or even more [important].
(RN)
Although the IP were experienced in stroke care, all
underlined that they found the educational programme
important and inspiring.
The educational seminars were an important foun-
dation for the intervention. I felt they gave me a lot
of confidence. (RN)
The educational programme made them feel prepared
and confident to be able to integrate psychosocial issues
into clinical practice.
Discussion
The aim of this study was to explore experiences of RNs
and OTs of conducting a dialogue-based intervention
for persons with stroke at home. More specifically, we
explored the aspects the RNs and OTs found important
for delivering the intervention to persons with stroke in
their home and the kind of challenges they encountered
in the process.
Delivering the psychosocial intervention was perceived
as deeply meaningful. The interpersonal interaction dur-
ing the dialogues enabled the IP to become acquainted
with the persons with stroke. The manual and work
sheets were also perceived as helpful tools to keep the
dialogues focused on the individual’s specific situation.
The non-instrumental way of communicating and asking
questions about inner thoughts on living with the conse-
quences of a stroke during several meetings made them
feel successful and better skilled in providing psycho-
social support. Conducting the dialogues in the homes
over time facilitated the IP’s awareness of the wide-
ranging life situations following a stroke. This is in line
with the study by Wottrich et al. [37], who also found
the home environment to be a suitable setting to be-
come familiar with individual life stories and to link pre-
stroke and post-stroke life. The home environment was
also found to be useful for exploring experiences and
needs, as well as observing and assessing collaboration
with family members [37]. In our study, meeting the
persons with stroke in their homes added valuable infor-
mation about their lives and provided an opportunity to
know each individual in depth. To know the individuals
in depth was considered important in addressing psy-
chosocial needs, even though the home environment
sometimes made it difficult for the IP to keep the rela-
tionship on a professional level.
The IP participating in this study expressed dedication
to performing the intervention, which they found valu-
able for the persons with stroke, and their personal in-
volvement over time increased their professional
understanding of how it was to live with stroke. This
also increased their skills in addressing psychosocial
topics. The positive influence of participating in the
intervention sessions was also confirmed by most of the
persons with stroke included in the in-depth interviews
in a linked sub-study within the larger study [38]. Most
of them found the dialogues meaningful and felt that the
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IP listening to their illness stories helped them to reflect
upon their new situation and communicate their re-
sources, fears and worries. These findings also concur
with some of our previous feasibility studies, which have
highlighted patients’ need for continual support and the
possibility to talk to a trusted professional about threats
to well-being following a stroke [12, 25, 39, 40]. Some
also found that participation in the dialogues had a posi-
tive impact on their family relationships [38].
The allotted time of eight sessions of about 1 h each
was emphasized as helpful in developing the interper-
sonal relationships. Shortage of time was revealed as a
barrier to conduct interventions in the study by Munce
et al. [22] and in the systematic review by Lau et al. [20].
Thus, having enough time to conduct dialogues is a pre-
requisite for developing interpersonal relationships with
persons with stroke, a patient group known to struggle
with cognitive challenges [9, 41].
Although conducting dialogues and establishing rela-
tionships over time was enriching, some situations were
also occasionally perceived as demanding. The IP had to
engage in each person’s individual and complex adjust-
ment process. Such personal involvement posed a risk of
crossing the line between acting like an IP and acting
like a friend. This emphasizes the importance of supervi-
sion and the opportunity to discuss how to handle com-
plex problems with other professionals. Conducting
theme-based dialogues systematically over time to en-
hance well-being was experienced by the IP as a rather
unfamiliar and novel way to communicate for the IPs. A
lack of confidence in how to manage demanding situa-
tions could in some instances make the IP uncomfort-
able. This corresponds with the study by Horne et al.
[42], who found that professionals who conducted inter-
ventions could feel uncomfortable despite having previ-
ously received appropriate training. The importance of
facilitation to succeed in implementing intervention pro-
grammes is discussed by Munce et al. [22]. As demon-
strated in the findings, the IP needed both theoretical
and practical training. Having an active role over time in
interventions enhances learning and improves confi-
dence [43]. A basic educational programme, training and
supervision seem to be necessary components to develop
confidence and facilitate health personnel in providing
psychosocial support. In this study, the IP also assessed
their clinical and professional experience as decisive in
developing a professional attitude to addressing psycho-
social topics during theme-based dialogues. This might
suggest that clinical experience as a stroke health care
professional is a further prerequisite for confidence in
conducting theme-based dialogues in stroke care, in
addition to training and supervision.
Not all persons with stroke found the dialogues useful
[38], highlighting that not all patients are interested in,
or in need of, psychosocial support following a stroke,
which is also highlighted by Northcott and colleagues
[44]. However, in light of the high rates of psychological
distress and depression following stroke [9, 45], there is
clearly a need to identify patients who can benefit from
psychosocial rehabilitation programmes.
Methodological considerations
Twenty-two of the twenty-seven IP who conducted the
dialogues took part in the focus groups. The high num-
ber of participants engaging in the focus groups
strengthens the study. In addition, participants varied in
age, educational level and professional experience in
stroke care, as well as in the number of interventions
they conducted. These variations shed light on different
experiences in conducting the intervention and provided
rich data.
Both RNs and OTs performed the interventions.
Differences between the education and everyday work
practice of these two professional groups could have
influenced how they implemented the intervention
and experienced conducting the dialogues. However,
any differences were minimized through the joint
educational programme, the manual describing the
aim and content of the eight dialogues, and the
supervision arranged throughout the study period.
One of the process evaluation studies showed that the
IP conducted the dialogues according to the protocol,
demonstrating a high level of protocol adherence in
80% of the interventions [46].
One of the focus groups had only two participants,
two consisted of three participants, while the remainder
had four or five participants. The small number of
participants in some of the focus groups might have
influenced the depth of the discussions in different
groups and thus the results. However, all focus
groups had dynamic and fruitful discussions that re-
vealed different viewpoints. Other studies have dem-
onstrated that a small number might allow all
participants to be included in useful discussions, giv-
ing more time for the experiences of each person and
thus providing rich data [47, 48].
All the members of the research team of three OTs
and six RNs were skilled in stroke care and/or stroke re-
search. The intersubjectivity and transparency was
strengthened by involving all the researchers in develop-
ing the interview guide, in discussions of the manifest
and latent content, and in the creation of categories and
themes of the analysis, and by maintaining open discus-
sions and reaching consensus on the findings. Quotes
from the participants underline examples from the focus
group discussions and increase the trustworthiness of
the interpretations.
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Conclusion
Delivering the psychosocial intervention was perceived
as deeply meaningful and increased the IP’s understand-
ing of living with the consequences of stroke. The RNs
and OTs welcomed the opportunity to provide psycho-
social support during the intervention sessions. Repeated
sessions in patients’ homes and the allotted time were
experienced as a potential for becoming personally in-
volved, and providing important, dedicated and success-
ful individual support. The interpersonal relationships
and involvement established over time developed their
professional skills and facilitated the theme-based dia-
logues. Involvement in patients’ individual life situations
was sometimes experienced as challenging in the at-
tempt to find a balance between professionalism and
privacy.
Clinical implications
A basic educational programme, training, supervision
and having dedicated time are crucial elements to instil
confidence in professionals conducting theme-based dia-
logues to enhance post-stroke psychosocial well-being.
Individual clinical experience and knowledge of stroke
care are additional pivotal elements that are important
to enable professionals to integrate psychosocial rehabili-
tation into community health care. The issues involved
in how to conduct theme-based dialogues in this study
can provide ideas for designing programmes to support
other groups needing psychosocial support in commu-
nity health care. The study results may also help to im-
prove awareness regarding possible barriers and
challenges in managing relational aspects with interven-
tion recipients.
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